Background: The World Health Organization estimates that 75% of patients with mental and substance use disorders in low-and middle-income countries do not have access to the care needed. In the Arab World, approximately 100-140 million people suffer from at least one psychiatric disorder. One main criticism of classification systems has been their lack of cultural sensitivity. The International Classification of Diseases, 11th edition aims to improve clinical utility of psychiatric classification across cultures. Mood, anxiety and stress-related disorders are the most common psychiatric manifestations and the most impacted by cultural factors. Main body: Relying on rigorous field testing, including in three Arab countries, clinically meaningful changes have been introduced in the International Classification of Diseases 11. These include new disorders such as complex post-traumatic stress disorder and prolonged grief disorder. In classifying mood episodes, the pattern of symptoms over time is emphasized. Disorders associated with anxiety provide the basis for a new grouping separate from obsessive-compulsive-related disorders. Lastly, culture and its impact are incorporated into each diagnostic grouping.
Background
The World Health Organization (WHO) is responsible for setting the global standard of classification for all medical disorders, including mental disorders. The International Classification of Diseases (ICD) is the official diagnostic system across WHO member states for the collection and recording of health statistics [23] . Despite the predominance of the Diagnostic and Statistical Manual of Mental Disorders (DSM) published by the American Psychiatric Association [1] in academic and clinical spheres, the US is no exception to this rule [50] . The past revisions of the ICD and DSM have consistently produced increasingly complex classifications that are not necessarily clinically relevant in most settings. Many patients present with conditions that do not fit any of the available diagnoses. Many others are diagnosed with more than one condition. A third group will have their initial diagnosis revised by the same clinician or challenged by another, often on a subjective basis. The stability of psychiatric diagnoses remains poor for a wide range of conditions [4, 11] . Culture not only influences the patient presentation but also the psychiatrist's perception of symptoms [7] .
The last version of the ICD was the 10th edition, adopted in 1990 [67] by the world health assembly at WHO. Consensus in the international psychiatric community had been in favor of a simpler system of fewer than 100 categories [64] . The latest revision process prioritized addressing gaps in the validity and reliability of the current diagnostic systems as well as in the initial utility of the classification, making it hence an easier and more applicable tool to use by clinicians around the world [23] . The importance of clinical utility is closely related to the diagnosis as a way to inform the choice of treatments and interventions. Currently, treatments appear to work within and across diagnoses without distinction; one such pharmacological example would be the increasing use of atypical antipsychotics in the treatment of mood and anxiety disorders [8] . Another example is the similar effect sizes for medications across anxiety disorders [5] . This is paralleled at the level of psychological interventions in the generalization of the application of cognitive behavioral therapy to most mental health conditions, including post-traumatic stress disorder, obsessive-compulsive disorder, panic disorder, generalized anxiety disorder, social anxiety disorder, and specific phobias [33] as well as depressive disorders [16] .
The overwhelming majority of mental health care globally is delivered by non-specialists, such as primary care workers, particularly in developing countries [48] . Over the last decades, mental health diagnostic classification systems have produced versions that are, in theory, better suited to the primary healthcare context. The International Classification of Diseases, 10th edition (ICD-10) Primary Health Care Version (ICD-10 PHC) published by the WHO is the primary care version of the ICD-10 dedicated to that purpose [63] . In practice, despite this effort, doubts remain over their level of utilization [6] . Further engagement of primary care workers, whether from a medical background or from other disciplines, in the development of new classification systems is desirable [48] . This was the methodology used in the revision of the ICD-10 while adhering to the established rules in general medical classification [3] .
In order to revise the meta-structure of the ICD, the various working groups, made of a range of experts in the field, drew on empirical evidence from studies and relied on a methodology already tested in other disciplines. A study including over 1000 psychiatrists and psychologists from 64 countries revealed consistent conceptualizations of classification along three main axes: internalizing vs externalizing disorders, disorders of development vs those of adult onset, and those of functional etiology vs an organic one. This meta-structure, implemented for International Classification of Diseases, 11th edition (ICD-11), was deemed a better fit than its counterpart in ICD-10 and the latest DSM version [52] . In particular, the ICD-11 lists essential features of diagnoses rather than criteria for diagnoses, without a requirement for specific numbers of symptoms or time frames, unless there is strong cause for their incorporation or there is empirical evidence that they are present throughout countries and across cultures [51] .
One guiding principle of the revision process was the clinical utility of the classification in terms of communication value for clinicians, administrators, and service users at clinical but also at policy level [23] . This has implications for resource management and intervention design within specialist and generic settings globally; the ICD-11 is therefore intended as an open accessible global resource that may be used not only by clinicians but also by researchers, policy makers, administrators, governments, as well as patients and their advocates [23] .
According to the World Health Organization, it is estimated that around 75% of patients who suffer from mental, neurological, and substance use disorders in low-and middle-income countries do not have access to the care they need [70] . The ICD revisions go hand in hand with advancements in global mental health, which aim to reduce the treatment gap that reaches up to 85-90% in such countries [54] . The discrepancy between the high burden of mental disorders and accessibility to evidence-based services is significant in low-and middleincome countries, where for example only one out of 27 persons with depression receives treatment [61] . Therefore, advancing mental health care faces the limitations of policy making, legislation, and resources [49] .
The ICD revision working groups delegated by the WHO prioritized the importance of testing the classification in a naturalistic global setting. Early in the process, formative field studies informed the framework and direction of change at a conceptual and structural level. Evaluative field studies tested the applicability of these changes at a later stage. Field studies were conducted across the globe in around 20 field study centers, with an emphasis on diversity, culture, variability of professionals as well as variability of clinical settings [53] . The field study centers are in the following countries: Lebanon, Mexico, South Africa, India, Japan, China, Germany, Spain, Brazil, Russia, Nigeria, Italy, and Canada.
The Arab world
The Arab world includes the 22 members of the Arab League, which together consists of 280 million individuals; it is home to the biggest proportion of youth globally, as 38% of Arabs are under the age of 14 [45] . While an estimated 100-140 million people in this region suffer from at least one psychiatric disorder (World Health Organization), there remains a big gap in terms of availability of psychiatrists and other trained mental health professionals such as psychiatric nurses and psychologists [45] , perhaps especially in rural areas. Wide discrepancies exist across countries of the Arab league. Qatar, Bahrain, and Kuwait have the highest number of psychiatrists per 100,000 persons, compared to Iraq, Libya, Morocco, Somalia, Sudan, Syria, and Yemen where there are fewer than 0.5 psychiatrists for every 100, 000 persons [45] . A large number of Arab countries have consented in principle to the incorporation of mental health into the primary health care system; however, the application and execution of this have so far been constrained and the fundamental mental health structure as well as its services in most countries remains largely inadequate and unable to meet the increasing needs [45, 65] . For example, psychotropic medications remain unavailable in the primary care setting, due to shortages in supply, problems in distribution, cost, and poor quality of the drugs [46] . Furthermore, six of twenty countries in the region have no mental health legislation, and two, Djibouti and Lebanon, have no mental health policy [45] . The Arab region is also particular with respect to cultural factors such as stigma regarding those who have mental illness [57] , and social factors which continue to hinder identification of those in need and their access to specialist care [35, 43, 47] . In terms of financing, overall, most Arab countries channel less than 2% of their health care budget towards mental health, with some contributing negligible amounts or none for mental health [68, 69] .
Main text

Mood disorders in ICD-10 & ICD-11
In ICD-10, mood, anxiety, and stress-related disorders are classified into two distinct categories: mood (affective) disorders (F30-F39) and neurotic, stress-related and somatoform disorders (F40-F48, [67] ).
Mood and anxiety disorders are the most common diagnoses used in primary care and specialist settings [2] . Depression alone is increasingly recognized as a major social and economic burden and is the leading cause of disability worldwide [72] . A number of problems have been identified with this class of disorders in the 10th version of the ICD, including a disproportionate number of co-morbid depression and anxiety presentations as well as a high prevalence of somatization and the question of sensitivity to subthreshold clinical cases [2] .
Cultural variations have been confirmed through the findings of a number of international studies: the WHO Collaborative Study on Standardized Assessment of Depressive Disorder and the WHO Collaborative Study on Psychological Problems in General Health Care (PPGHC). On the other hand, early myths of radical differences in the expression of distress and associated feelings were also dispelled. The focus on core symptoms seems to confirm a unitary clinical presentation of mood disorders that is affected by external factors, such as the nature of healthcare provision [14] .
The ICD-11 working group on the classification of Mood and Anxiety Disorders was responsible for the development of these categories and reported to the International Advisory Group for the revision of ICD-10 Mental and Behavioral Disorders. It was chaired by Prof. Mario Maj and including a membership of experts from over 14 countries supported by additional consultants [40] . The World Psychiatric Association also actively supported the various activities, including the dissemination of information [64] .
A number of changes were made with respect to this category of disorders. Since a comprehensive review is beyond the scope of this article, only the most significant changes will be explored in detail.
In ICD-11, the exclusion of a diagnosis of depressive episode in the context of bereavement was maintained, as long as the grieving process is consistent with the individual's religious and cultural context. This is a major departure from the stance adopted by the Diagnostic and Statistical Manual, 5th edition, where the exclusion has been removed altogether. While there is often not enough to differentiate these two constructs clinically on the basis of symptomatology alone [75] , a strong argument in favor of keeping the exclusion is that individuals who experience a depressive reaction following a bereavement have a risk of later depression similar to the general population. It is well established that an episode of nonbereavement-related depression increases chances of experiencing a future relapse, irrespective of circumstances and adverse life events. Nonetheless, in a clinical setting, the etiological factors of a depressive illness should continue to be examined, as they remain relevant in choosing the right treatment and eliminating contributing factors [40] .
In relation to bipolar affective disorder (BPAD), the changes in ICD-11 are in line with those found in Diagnostic and Statistical Manual, 5th edition. "Increased Activity or Energy" will now be a prerequisite in the criterion A for the diagnosis of hypomania and mania. According to studies, this state of psychomotor activation is almost always present in tandem with hyperthermia [60] . On a separate note, a manic or hypomanic episode emerging during antidepressant treatment and persisting beyond the immediate effect of treatment will continue to lead to a diagnosis of bipolar affective disorder, without the need for a separate iatrogenic category. No other changes are being proposed. In contrast to the Diagnostic and Statistical Manual, 5th edition, the ICD-11 will retain the category of "mixed episode". It will however be made flexible enough to encompass stable and unstable mixed states. This includes clinical cases in which the two mood states (depression and mania) are present within one episode at syndromic level as well as those in which one of the states is predominant and the other sub-syndrome [51] .
It is well known that depression and anxiety are frequently comorbid [28, 58, 73] . In ICD-11, as in the Diagnostic and Statistical Manual, 5th edition, it will be possible to record the presence of sub-syndromic anxiety in a patient diagnosed with a major depressive episode, by using a specifier [21] . A specifier is "generally used to indicate notable clinical features of a disorder that may have prognostic, treatment, or etiological implications but are not presumed to represent a different underlying etiology or pathophysiology [21] . Mixed anxiety and depressive disorder, is now named mixed depressive and anxiety disorder and has been switched to the depressive disorders category to describe subthreshold depressive illness which has features of anxiety [25] .
In ICD-11, as in the Diagnostic and Statistical Manual, 5th edition, the "Psychosis" specifier, which was a diagnostic option to consider in those with severe depression (F32.3), will be uncoupled from the dimensional specifier of severity in the diagnosis of a depressive episode; and mood episodes whether depressive, mixed, or manic may be reported to occur with or without psychotic symptoms [51] .
A novel anxious depression diagnosis which is distinguished by both depressive and anxious features for a duration of 2 weeks is put forth for the classification system of mental disorders for primary care for ICD-11, the ICD-11 primary health care version (ICD-11-PHC) [74] . This is particularly important in primary care settings where patients who suffer from depression also have significant anxiety and tend to have more complicated trajectories with more disability and are at increased risk of suicide [9, 19, 26, 27, 29, 56] . This is specifically relevant to the Arab countries and the Middle Eastern region, where people who suffer from mental illness are more likely to receive care from the primary care setting rather than in a specialized mental health setting [43] .
Anxiety and fear-related disorders in ICD-11
In ICD-10, anxiety disorders are classified under neurotic, stress-related, and somatoform disorders [67] , while ICD-11 has shifted them to be grouped together in a novel category under anxiety and fear-related disorders [37] .
This section incorporates disorders with the primary core symptoms of fear and anxiety that have to be severe enough to cause significant distress for the individual and/or impairment in functioning at a social, occupational, or educational level among others. Regardless of the source of apprehension or the feared subject/object, which form the primary basis for differentiation between them, the disorders share phenomenological similarities. These can be physiological such as increased heart rate, excessive sweating, and hyperventilation or behavioral such as escape and avoidance. A major step towards maximizing the clinical utility of the ICD-11 is to describe clearly the common core symptoms of the disorders in the grouping and to utilize this as a means to produce their "essential features" in a uniform way [37] . Therefore, a required features section relates the nature of the anxiety/fear as pertaining to a specific "focus of apprehension", which is the element or the situation that provokes the anxiety/fear [37] . The ICD-11 also emphasizes the wide range of possible emotional responses which may include shame, anger, or disgust [15, 20, 30, 31, 37, 55] .
There is no longer a distinction between phobic anxiety disorders from other anxiety disorders as was present in ICD-10, rather ICD-11 references in addition to anxiety, fear in the title of the grouping [37] . Agoraphobia is kept as a separate diagnostic entity, and a panic attack specifier may be applied if the panic attacks occur only in response to exposure to agoraphobic situations [37] . Importantly in ICD-11, the essential symptom of agoraphobia is severe and disproportionate fear or anxiety that happens in or as a response to the anticipation of several scenarios where escape may be hard or where help may not be obtainable., this is different from the restricted ICD-10 notion of "fear of open spaces and related situations such as crowds where an escape to a safe place may be difficult" [37] . This is important so as not to restrict the situations which may illicit a fear response and to account for anxiety-provoking situations that may be reported in low-and middle-income countries [59] . What is more, the addition of a cognitive element to the description of agoraphobia., may in turn help increase this diagnosis' reliability, especially with respect to differentiating it from specific phobia [37] to note that ICD-11 proposes to omit specific subtypes of specific phobia [17] ,in line with its efforts to avoid over-specifications that have no treatment repercussions [22] .
Social anxiety disorder (SAD)-previously social phobias in ICD-10-again follows the pattern above whereby the specific focus of apprehension in this case is the worry that the patient will behave in a fashion that will be negatively appraised by other people [17] . Further, ICD gives information that will aid in distinguishing SAD from non-pathologic agecongruent fears as well as to differentiate it from the normal emotion of fear in social contexts and the trait of shyness; the latter is largely related to the extent of impairment and distress [17] .
Lastly, for generalized anxiety disorder (GAD), ICD-11 proposes that the symptoms last for "several" months rather than specifying a specific duration criterion, and gives information to help distinguish normal reactions to stress from GAD or from adjustment disorder [37] .
A new category of stress-related disorders in ICD-11
The etiology of a mental disorder is often unknown or is speculated to be due to a combination of factors, and in particular an interplay between genetic predisposing factors and environmental ones [62] . An identifiable causative factor is not necessary for the purpose of a diagnosis except when substances or organic causes are involved. Stress-related disorders seem to be the other exception despite difficulties in defining or measuring stress, while in some cases, isolated events perceived consensually as traumatic can be identified, in most situations, "stressful" triggers leading up to a psychiatric disorder are more subtle and cumulative.
The two most commonly used stress-related diagnoses are adjustment disorder [18] and post-traumatic stress disorder (PTSD) [38] . This category of diagnoses is crucial and especially relevant in the Arab region, where war outbreaks, violence, discrimination, poverty, and other risk factors for trauma are ongoing and have devastating repercussions and produce a very large number of refugees whose needs are not met [12] . It is also important to keep in mind that such conflicts have mental health consequences spanning many years and affecting several generations [24, 34, 41, 42] .
In the Arab region, a big proportion of those who suffer from trauma, both in terms of physical and psychological symptoms present to the primary care sector [46] . What is more, apart from war-related trauma, a large number of patients in this region face social problems, which increase their risk for mental disorders or represent in themselves obstacles to care. Some are common to western contexts such as separation or divorce and other more specific to the political instability in the region such as refugee status [46] . Child abuse, elder abuse, and sexual assault seem to be forms of violence that are more common than others in the Arab region [46] .
In ICD-10, stress and trauma are recognized as etiological factors in a number of disorders such as acute stress disorder, adjustment disorder, post-traumatic stress disorder (F43), and enduring personality change after traumatic experience (F62). This is also the case for disorders and conditions not included in the category of anxiety and stress-related disorders, such as reactive attachment disorder in childhood and disinhibited attachment disorder in childhood (F94). Chapter 21 of the ICD-10 allows a clinician to make note the effect of adverse life events, such as the death of a family member [67] . Instead, the ICD-11 is for a lumping of the relevant diagnoses into one category of disorders specifically associated with stress.
The use of the diagnosis of PTSD has been a topic of controversy, and there has been criticism over its wide array of symptom clusters and number of possible presentations, as well as the symptom overlap with other psychiatric illnesses [10, 39] . In contrast to the direction taken by the Diagnostic and Statistical Manual, 5th edition, the ICD-11 working group chose to adopt the narrower more focused definition of PTSD by reinforcing the role of the set of criteria specific to the condition, whereby the presence of avoidance, re-experiencing, and hypervigilance to a recognized threat are the core symptoms [38] . In parallel, ICD-11 proposes the creation of an all-new diagnosis of complex PTSD, where the disturbances that follow the trauma are noted at a more pervasive level, and this diagnosis incorporates symptoms in three clusters: symptoms that are intra-and interpersonal as well as the core symptoms of PTSD [38] .
Another new diagnosis is that of prolonged grief disorder, which is characterized by an intense, prolonged, and disabling grief beyond the normative response [38] . Acute stress reaction was deemed to be non-pathological given its often proportional and time-limited response to exceptional event. As such, the proposal is to move it to the Z-Chapter in ICD-11 [38] .
Using the ICD-11 Global Clinical Practice Network, mental health professionals were selected to test the validity and reliability of already established stress-related disorders in a series of clinical vignettes [36] . These were followed by field studies involving real patients. They revealed an improved inter-clinician reliability for some diagnoses but not all [53] . A diagnosis of adjustment disorder often has serious consequences in particular, it is highly associated with suicidality [13] and seems to be very prevalent after traumatic injuries [44] . ICD-11 has included clearly defined symptoms and exclusion criteria for Adjustment Disorder whereby symptoms should not have the severity of any other mental disorder, as is also the case in the Diagnostic and Statistical Manual, 5th edition. The modified adjustment disorder diagnosis with the abolition of the subtypes and tightening of the criteria shows significantly better reliability (73% vs 54%) according to the results of the field studies. On the other hand, the Kappa measure for a PTSD diagnosis dropped from 62% in ICD-10 to 49% in ICD-11 [53] . This seems to reflect the complexity of this diagnosis and the difficulties in conceptualizing it consistently across cultures and settings.
Implications for the Arab region
The field trials have been completed internationally. The next step involves the implementation of ICD-11 in member countries and training of clinicians on this new classification system [71] . In the Arab region, mental health training programs for primary care physicians, non-physicians, and health personnel working at the level of primary health care have begun as a part of inservice skills enhancement programs [65] . However, mental health care is still lagging in terms of the human resources required to expand and develop services beyond provision for the most severely ill [43, 46] .
Nevertheless, there are some positive steps in psychiatric services, which have been restricted to a small number of mental hospitals, are slowly being exchanged to specialized psychiatric units that provide inpatient and outpatient care and some have even decentralized care to provide psychiatric services at district hospitals and small peripheral units [45] . Such developments should allow better access to mental health care for sections of the population in underserved and rural areas. Having a locally validated and reliable classification system acquires even more importance in this context.
Conclusion
The primary aim backing the revision remains to improve clinical utility from a public health standpoint [32] . The global emphasis of the field trials provides a unique chance for a truly international and multidisciplinary collaboration.
With the promise of an ongoing update mechanism of the ICD-11 even after its publication, the contribution of clinicians is more likely than ever before to influence the direction taken by classification systems for the coming decades. This, in tandem with the mental health global action program, a World Health Organization initiative [66] , will inform policy and impact practice at international and more local levels.
The ICD-11 constitutes an extensive revision of an important classification system for mental illnesses. The revision process recruited a variety of clinicians and experts in the mental health field and necessitated unparalleled cooperation on a global and international scale. Up to date, evidence was taken into account to promote the validity of the International Classification of Diseases and to make sure it is suitable and appropriate for application in various regions in the world [51] . 
